ABSTRACT The use of a mechanical instrument for accomplishing end-to-side oesophagogastrostomy is described. We report our experience with 30 consecutive patients undergoing oesophagogastrectomy-26 for malignant disease and four for benign peptic stricture. There were two immediate postoperative deaths. One patient developed a chylothorax and died six weeks after operation. The instrument failed to function satisfactorily on one occasion. There were no anastomotic leaks.
The use of mechanical stapling devices in surgery has been reported extensively over the past 30 years.1-5 Instruments capable of accomplishing a circular anastomosis are a more recent development.6-8 The stapled anastomosis is claimed to be safer than conventional hand-sewn methods and therefore to represent an important advance in reducing morbidity and mortality associated with oesophageal resection. It also provides a time-saving factor, but this is probably less important than the reduction in the incidence of suture line breakdown. In this paper we present our results using the Auto Suture End-to-End anastomosing (EEA) If the tumour is considered resectable the stomach is mobilised fully, preserving the right gastric and gastroepiploic vessels. Lymphatic tissue around the coeliac axis and along the superior border of the pancreas is excised en bloc with the left gastric artery, which is ligated and divided at its origin.
A pyloroplasty is performed routinely with all Ivor Lewis resections, but only in those lower third resections where the pylorus is narrowed, scarred, or contracted.
The site for gastric transection is selected and the stomach divided and closed using a stapling instrument (TA 90).
The point of oesophageal transection is chosen. This should be at least 4 cm above the uppermost limit of the lesion. A United States Surgical Pursestring instrument is placed across the oesophagus just proximal to the point of transection and a crushing clamp below. The oesophagus is transected and the specimen removed. A 1/0 Prolene suture on a straight needle is used to fashion a purse-string at the proximal end of the cut oesophagus (fig 2 inset) . The purse-string instrument is removed and three stay-sutures inserted, two on the posterior wall and one on the anterior wall of the oesophagus, making sure that all layers are incorporated.
A longitudinal gastrotomy is made on the anterior wall of the stomach away from the staple line using the gastro-intestinal anastomosing device (GIA). A stab incision is made and one fork of the GIA instrument is inserted in the lumen of the stomach, the instrument is closed and fired.
The loaded end-to-end anastomosing stapler (EEA)-without the anvil-is inserted through the anterior gastrotomy. A stab incision is made onto the rod of the instrument in the posterior wall of the stomach, 3-4 cms distal to the staple line, to ensure an adequate blood supply to the tissue between the staple lines and to avoid including any staples in the proposed site of anastomosis (fig 2) . The stapling anvil is attached, lubricated, and then introduced into the oesophagus, the procedure being facilitated by means of the stay-sutures already in place. 
